stressed on the cosmetic aspect. On examination, there were multiple firm nontender and noncompressible nodules of 1.0-2.5 cm diameter on the left ear, with the involvement of external auditory canal [ Figure 1 ]. They were fixed to the underlying structures as well as the overlying skin. Few nodules were surmounted by a hemorrhagic crust. There was no local rise of temperature. Regional lymphadenopathy was absent, and examination of the salivary glands did not reveal any abnormality. The examination of other organ systems, including chest, eye and ear, nose, and throat evaluation, was found to be normal.
INTRODUCTION
L ong back, there used to be a difficulty with the nomenclature of angiolymphoid hyperplasia with eosinophilia (ALHE). The term "Kimura's disease" had been applied, but this condition is now viewed as distinct from ALHE. In Kimura's disease, the lesions are deeper-seated, associated with lymphadenopathy, without any initial overlying skin lesions and do not contain epithelioid endothelial cells. A classical case of ALHE is characterized by diametrically opposite features. Peripheral blood eosinophilia is much more common in Kimura's disease. Exceptionally, ALHE may coexist with Kimura's disease. [1] We hereby report two children with ALHE.
nodule on the concha of the left ear, which slowly increased in size and number. On examination, there were multiple nodules on her left ear (pinna), most of which had coalesced to form plaques. The lesions had a slight erythematous to violaceous hue. A clot was also visible over the lesion, suggestive of recent bleeding [ Figure 2 ]. Regional lymphadenopathy was absent, and examination of other organ systems was found to be normal.
For both the cases, the clinical differentials were Kimura's disease, cutaneous lymphoid hyperplasia, lymphoma cutis, arteriovenous malformations, sarcoidosis, etc. Routine laboratory investigations including a complete hemogram, hepatic profile, renal profile were done. Eosinophilia of 18% was notable while other parameters were within normal limits. The serology for antibodies against human immunodeficiency virus was negative. Fungal culture did not show any growth. Histopathological examination of the excised nodule showed angioproliferative cells with prominent fibrosis, lymphocytic infiltrates, and extravasation. There was no nuclear atypia, hyperchromasia, or increased mitotic activity [ Figures 3 and 4 ]. This finding was substantial enough to label our case as ALHE.
DISCUSSION
ALHE was first described in 1969 by Wells and Whimster. They considered ALHE to be a late stage of Kimura's disease, described in the Japanese literature in 1948. It is now generally accepted that these are two separate entities. It occurs in the third to fourth decade of life, with a female preponderance. A history of trauma can be elicited in some cases. ALHE has been given numerous names in the literature and has been recently classified under cutaneous vascular hyperplasias, along with pyogenic granuloma and bacillary angiomatosis. [2] It is an uncommon benign but potentially disfiguring vascular proliferation. It has a particular predilection for head and neck area, especially for the ears. The condition presents with erythematous or skin-colored dome-shaped dermal papules or nodules, often associated with spontaneous bleeding, pain, pulsation, pruritus, and growth. Eosinophilia is only present in 20% of the cases, and lymphadenopathy is uncommon, unlike Kimura's disease. Extracutaneous involvement is rare. Various uncommon presentations have been reported. One of them includes ALHE at the lower lip. [3] Another unusual case of ALHE has been reported that arose on the lower back in a zosteriform distribution. [4] The frequent presence of mural damage or rupture in intralesional large vessels of ALHE has suggested a role of trauma or arteriovenous shunting in its pathogenesis. [5] Cases have been reported in association with arteriovenous fistulae and malformations. Our cases were classically characterized by all the features of ALHE including female preponderance, peripheral blood eosinophilia, trauma-induced bleeding, and histopathological findings. The peculiarity of our cases was the age at presentation. ALHE has been rarely reported in children. A case of a 7-year-old child with a painless mass on his penis was reported, which was eventually diagnosed as ALHE. [6] Another case of ALHE on conjunctiva was reported in an 11-year-old girl. [7] Pin-point diagnosis is essentially histopathology based. The proliferation of small to medium-sized blood vessels often showing a lobular architecture, many of which are lined by greatly enlarged (epithelioid) endothelial cells. A perivascular inflammatory cell infiltrate composed mainly of lymphocytes, and eosinophils is an important finding. Histologically, it appears as an angiomatous lesion with abundant proliferating blood vessels lined by prominent endothelial cells with a "histiocytoid" or "epitheloid" appearance and vacuolated cytoplasm. There is diffuse infiltration by lymphocytes and eosinophils. [5] The endothelial cells stain positive for CD34, von Willebrand factor and CD31.
Treatment of ALHE is dictated in part by the number, location, and size of the lesions. Rare instances of spontaneous regression have been reported. The natural history of the lesion is such that if a confident diagnosis is made on a small lesion, it is reasonable to observe the lesion for 3-6 months and await spontaneous regression. Patients with solitary or a few small lesions may benefit from excision or Moh's surgery. [8] About one-third of lesions recur after excision. Other treatment modalities used successfully include systemic and intralesional steroid administration, interferon therapy, cryotherapy, laser therapy, and topical application of tacrolimus. [9] There is an anecdotal report of response to imiquimod cream. [10] Our patients have been referred to the Department of Pediatric Surgery for excision and repair of the lesions.
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